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Abstract
Background: Colopleural fistula and fecopneumothorax are very rare complications of Crohn's
disease. Fistula formation is frequent in Crohn's disease and occurs in approximately 33% of
patients. On the other hand, fistulous communication between the pleural cavity and adjacent
organs below the diaphragm is extremely rare.
Case presentation: We describe the case of 27 year-old female with colopleural fistula as a
complication of Crohn's disease. The diagnosis was established with clinical exam, barium enema,
chest X-ray, abdominal and chest CT exam. The treatment was surgical.
Conclusion: Colopleural fistula and fecopneumothorax are rare but life treating complications of
Crohn's disease. Surgical treatment is mandatory as soon as the diagnosis is established.
Background
Fistulous communication between the colon and adjacent
structures below the diaphragm is known but rare compli-
cation of Crohn's disease. We present a case of 27 years-
old patient suffering Crohn's disease with fecopneumoth-
orax and colopleural fistula as complications of the dis-
ease.
Case presentation
Young female, 27 years-old, was admitted as an emer-
gency in December 2002 at the Institute for Lung Dis-
eases. Her general condition was poor revealing severely
ill patient. She was febrile up to 39°C, dyspnoic,
exhausted, with strenuous dry cough, with Body Mass
Index 12, with hypoproteine pitting edema of lower
extremities. Respiratory sounds were diminished on the
left side. Physical exam of the abdomen revealed rigidity
and guarding at the left hypochondrial quadrant. Abdom-
inal sounds were diminished. Laboratory findings at pres-
entation were: Hemoglobin 85 g/L; Leukocytes 24,2 ×
109/L; Platelets 110 × 109/L; Albumin 26 g/L; Sed. rate 76/
h. She suffered from Crohn's colitis since 1999 when the
diagnosis was established and was occasionally on peroral
therapy with Budesonid and Salofalk combined with
Salofalk enemas. She experienced three severe attacks dur-
ing the course of the disease which required hospitaliza-
tion and aggressive medical treatment prior the operation.
Colonoscopy performed one year prior the operation
revealed Crohn's colitis from anal canal to the level of
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transverse colon, with serpiginous ulcerations and nar-
rowed lumen.
Chest radiography showed hydropneumothorax on the
left side (figure 1). Thoracocentesis was immediately per-
formed and revealed feculent effusion. It was followed
with the chest tube insertion in the left pleural space. Total
of 3500 ml of feculent smelling fluid was drained out of
the left pleural space and sent for bacterial culture which
revealed mixed infection with Staphylococcus, Enterococ-
cus, Klebsiella, Escherichia coli and Pseudomonas.
Abdominal ultrasound showed hypoechoic tube-like
structure from the lower pole of the spleen to the left pleu-
ral space.
Barium enema showed narrowed colon with lacunar
defects and extensive fistulous tracks at the splenic flexure
with two of them spreading towards the left diaphragm.
Later serial shots clearly revealed that barium enema
reaches the left pleural space (Fig. 2).
Consultant colorectal surgeon was requested and he trans-
ferred the patient to the colorectal department. Following
resuscitation and short preoperative preparation the
patient was operated. After midline laparotomy and thor-
ough exam of abdominal cavity, a rigid mass, 15 cm in
diameter was found adherent to the colon, tail of the pan-
creas, spleen and a part of the left diaphragm. Other parts
of the colon were also altered with obvious signs of acute
inflammation including cecum and ascending colon. Ter-
minal ileum and colon were dilated up to the level of the
splenic flexure which was involved into the inflammatory
mass. The rest of the colon below splenic flexyre was not
dilated but was also macroscopically altered, appearing as
Crohn's colitis. Rectum was affected too, but inflamma-
tion was not so severe as in other parts of the colon. After
mobilization of splenic flexure, two fistulous tracts with
granulation tissue were encountered. One was arising
from the splenic flexure of colon and was directed towards
the retroperitoneal space beyond the left kidney. The sec-
ond fistulous tract was directed upwards, between the
colon, tail of the pancreas and spleen towards the left dia-
phragm. After splenectomy and curettage of the fistulous
tract, an opening measuring 1 cm in diameter was found
in the left diaphragm connected to the pleural cavity.
Total colectomy with terminal Brooke ileostomy was per-
formed as one as splenectomy, suture of the left dia-
phragm and chest tube drainage of the left pleural space.
Rectum was transected at the level of promontory and
sutured in two layers with interrupted absorbable sutures.
At fourth postoperative day digestive functions recovered,
abdominal drains were removed and patient was referred
to the Institute for Lung Diseases for further treatment.
Pathological exam of the resected specimen revealed
severe form of Crohn's colitis with transmural inflamma-
tion and thickening of the bowel wall. Inflammatory
changes were most prominent in the region of the fistu-
lous opening where the wall of colon was thickened with
narrowed lumen and strictures (figure 3) Right colon also
Spreading of contrast material at splenic flexure region, both  proximally and supradiaphragmatically Figure 2
Spreading of contrast material at splenic flexure region, both 
proximally and supradiaphragmatically.
Chest X-Ray reveals hydropneumothorax on the left side Figure 1
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harbored the signs of inflammation but was relatively
spared compared to the transverse and left colon.
The patient was discharged from hospital on 32nd postop-
erative day in good condition with normal chest radiogra-
phy. No further specific therapy addressed to Crohn's
disease was warranted. At the last outpatient visit one year
ago, she was doing well without any medicatons and
improved BMI (25.3).
Discussion
To the best of our knowledge, this is the first reported case
of fecopneumothorax and colopleural fistula complicat-
ing Crohn's disease.
Fistula formation is frequent in Crohn's disease and
occurs in approximately 33% of patients [1]. On the other
hand, fistulous communication between the pleural cav-
ity and adjacent organs below the diaphragm is extremely
rare complication of Crohn's disease. The pathophysiol-
ogy of fistulous tracts development in Crohn's disease is
yet unknown. A number of case reports regarding fistulas
in Crohn's disease were published including pancreatico-
pleural, gastropleural, duodenopleural, colobronchial,
cholecystopleural, bronchobiliar [2] and bronchopleuro-
biliar. Colobronchial fistulas have been quite frequently
described in Crohn's disease, in most cases between
splenic flexure of colon and left bronchial tree [3-5] and
in one case between splenic flexure of colon, stomach and
left bronchial tree [6].
Recurrent pneumonia with feculent sputum in patients
with Crohn's disease should raise suspicion of colobron-
chial fistula. Diagnosis of fecopneumothorax is based on
meticulous clinical exam and additional diagnostic proce-
dures. The patient is in an acute respiratory distress, tach-
ycardic, tachypnoic and hypotensive. Respiratory sounds
are weakened or silent on the diseased side.
Feculent discharge from the chest tube should raise suspi-
cion of colopleural fistula and should require immediate
chest X-ray along with barium enema. Abdominal and
thoracic CT scan or MRI could provide additional infor-
mation about the stage of the disease and can exclude the
presence of abscess or fluid collection in abdominal cav-
ity.
In presented case, communication between the splenic
flexure of colon and left pleural space was clearly revealed
with barium enema. Partial collapse of the left lung per-
sisted after surery, and required resides of chest tube up to
31 days. Full expansion of the left lung after intensive
physical rehabilitation occurred thus making thoracot-
omy and decortication of the left lung unnecessary.
Conclusion
Fecopneumothorax and colopleural fistula are life-threat-
ing but extremely rare complication of Crohn's disease.
Urgent surgical treatment is necessary as soon as the diag-
nosis is established based on clinical and radiological
findings.
Competing interests
The author(s) declare that they have no competing inter-
ests.
Authors' contributions
GB designed the study and drafted the manuscript
ZK was consultant surgeon who operated the patient
TA patcicipated in establishing diagnosis and medical
treatment
AP participated in medical treatment
MP participated in the design of the stidy
MG participated in the design of the study
All authors read and approved the final manuscript
Acknowledgements
Written consent was obtained from the patient for publication of study.
References
1. Singh D, Cole C, Cali L, Proctor D: Colobronchial fistula: an unu-
sual complication of Crohn's disease.  Am J Gastronterol 1994,
89:2250-2.
The specimen-severe form of Crohn's colitis with forceps  pointing fistulous opening Figure 3
The specimen-severe form of Crohn's colitis with forceps 
pointing fistulous opening.Publish with BioMed Central    and   every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published  immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
BMC Gastroenterology 2006, 6:17 http://www.biomedcentral.com/1471-230X/6/17
Page 4 of 4
(page number not for citation purposes)
2. Chua H, Allen M, Deschamps C, Miller D, Pairolero P: Bronchobil-
liary fistula-principles of management.  Ann Thorac Surg 2000,
70:1392-94.
3. Flueckiger F, Kullnig P, Melzer G, Posch E: Colobronchial and gas-
trocolic fistulas: rare complication of Crohn's disease.  Gas-
trointest Radiol 1990, 15:288-90.
4. Mera A, Sugimoto M, Fukuda K: Crohn's disease associated with
colo-bronchial fistula.  Inter Med 1996, 35:957-60.
5. Karmy-Jones R, Chagpar A, Vallieres E, Hamilton S: Colobronchial
fistula due to Crohn's disease.  Ann Thorac Surg 1995, 60:446-8.
6. Domej W, Kulling P, Petritish W: Colobronchial fistula: a rare
complication of Crohn's colitis.  Am Rev Respir Dis 1990,
142:1225-7.
Pre-publication history
The pre-publication history for this paper can be accessed
here:
http://www.biomedcentral.com/1471-230X/6/17/pre
pub